Background: over 60% of older people have at least one admission to hospital in their last year of life, with the majority of people having multiple admissions. In Bankstown, New South Wales, Australia, we have a diverse ethnic and cultural population. We were interested in bed utilisation, documentation, and follow through of 'care plans' as well as 'not for resuscitation' orders in the last year of life of the older people in our area. Methods: we reviewed and collected data from the medical records of patients over 65 years of age who died in our hospital. Reviewers included a medical registrar, a research officer and two geriatricians. We collected a wide range of information pertaining to the 12 months before death. This included demographics, chronic illnesses, geriatric syndromes, number of admissions, bed days, care plans, and not for resuscitation orders as well as other relevant data. Results: 110 patients' records were reviewed. The mean age was 80 years and 31% were from a non English-speaking background. The average number of admissions was 2.4 and the average number of bed days in the last year of life was 25. Sixty-one of the patients had a care plan and a not for resuscitation order, 91% of which were written shortly before death. Using bi-variate analysis of old age (over 80), number of chronic illnesses, or geriatric syndromes present, the number of bed days was positively correlated to care plan and not for resuscitation orders. Logistic multivariate analysis of chronic illnesses revealed that stroke (P=0.024) as well as stroke and fracture (P=0.008) were strongly correlated with care plan and not for resuscitation orders. Only 8 patients had an advanced care plan documented prior to last admission. When advanced care plans were documented, they were generally clearly written and followed through appropriately (7 out of 8). Conclusion: this study showed that in our diverse population there were multiple admissions and utilisation of hospital beds for older people in their last year of life. Care plans and not for resuscitation orders were rarely documented prior to last admission. However, when advanced care plans were done, they were usually well documented and followed through appropriately.
Introduction
The number of older people admitted to hospital in the year before their death is increasing [1] . Over 60% had at least one hospital admission but in the majority of cases the admissions were multiple [2] . Substantial hospital expenditures are incurred for older people in their last year of life. For instance, 27-30% of Medicare payments in the United States are paid for 5-6% of beneficiaries who die in the same year [3] [4] [5] . Furthermore, hospital bed numbers are shrinking steadily in western countries. Bed numbers in Australia, for example, have been reduced by 3% in recent years [6] . Increased hospitalisation in older people near the end of their life will no doubt put further pressure on the already strained situation in hospitals. The ramifications of these trends are huge from a health economics perspective.
In the Bankstown local government area (in New South Wales, Australia), we have an ethnically and culturally diverse population. Some 40% of the population are from non-English-speaking backgrounds (NESB). We are interested in the utilisation of beds for older people in this diverse group in their last year of life as it may differ from the literature based on people from an English-speaking background. We are also interested in the documentation and follow through of 'care plans' and 'not for resuscitation' (NFR) orders because better communication and follow through of plans may reduce unnecessary interventions, thus improving the quality of end of life care.
Ã Our other hypothesis was that advanced care plans might not be followed through if they were put in place too early. We therefore undertook an observational study that explored these issues as well as factors associated with the ordering of care plans and NFR orders.
Methods

Design
This is a retrospective study of patients over 65 years of age who died in Bankstown Hospital during August, September, and October 2001. Patients were identified from the hospital database and a complete consecutive sample was taken. Medical record information for the 12 months before death were reviewed. Reviewers included a medical registrar, a research officer and two geriatricians. The study was approved by the area Ethics Committee.
Setting
Bankstown Hospital is a 450-bed teaching hospital at the University of New South Wales. It is located in the southwestern part of Sydney and serves a population of 165,000. Fourteen per cent of the population is aged 65 and over. The area has over ten different ethnic groups. Apart from Australians, the bulk of the residents are from Middle Eastern and Asian backgrounds.
Data collection
Demographic data including age, sex, religious background, marital status, place of residence, living arrangements, place of birth and languages spoken was collected. Causes and date of death were recorded. Other clinical data reviewed and collected included number of chronic illnesses, specific chronic illnesses (in particular cardiac disease, respiratory, dementia and cancer), geriatric syndromes (falls, confusion, incontinence, not coping at home), mobility status, number of hospital admissions and emergency presentations, specialists involved, total number of days in hospital, number of invasive procedures, and use of community services.
The medical records were examined to identify if a care plan or NFR order had been documented in the last 12-months before death.
Ã The date of the document and who wrote it was recorded, as was whether there was documentary evidence of discussion with the carer and/ or relatives. Patients who had an advanced care plan documented prior to their final admission were reviewed by both geriatricians in more detail.
Quality assurance
Prior to collection of data, meetings were held to determine what specific data was to be obtained and how medical notes were to be interpreted. The research officer and medical registrar were responsible for the first read of the medical records. Thirty medical notes were reviewed and counter-checked by two geriatricians during the initial phase of the study to ensure accuracy, and consistency of interpretation and data collection. A consensus method was used in difficult cases by the geriatricians. The counter-checks were carried out three times, until the two geriatricians were satisfied with the quality and uniformity of the data.
Special attention was paid to advanced care plans that were identified before the final admission. They were reviewed specifically by two geriatricians who compared notes on issues such as clarity of plans and whether plans were followed through. A consensus method was again used for difficult cases.
Statistical analysis
Demographic data, admission rates and other data were analysed using SPSS package version 10. The profile of the patients who had care plans and NFR orders was compared to those who did not have documented care plans and NFR orders using Chi-Square test. Bi-variate correlation analysis and logistic multivariate analysis were used to analyse factors associated with care plan and NFR order. 
Results
The study criteria were fulfilled by 110 patients. The mean age was 80 years and 56% were females. Thirty-one per cent were from a NESB and 30% were nonChristians. Tables 1 and 2 summarise the characteristics of the patients in the study. As expected, these patients had a high number of chronic diseases (averaging 7.1) and a high percentage (79%) of geriatric syndromes. The average number of total bed days in the last year of life was 25 and the average total number of admissions including the last was 2.4. Re-admissions were frequent, and 66 (60%) had more than one admission and 43 (39%) had more than two admissions. Most of these patients were actually admitted through the Emergency Department (ED) with an average of 1.8 presentations there.
There were 88 patients who had a care plan or a NFR order documented in the medical record and 61 patients who had a care plan and a NFR order documented. Most of these (91%) were written during the last admission shortly before death. There was a trend for NESB patients to have no NFR orders (38%) when compared to those from an English-speaking background (29%), but the difference did not reach statistical significance (P=0.227). There was also a trend for more NFR orders amongst Christians when compared to non-Christians (71% versus 61%), but again the difference did not reach statistical significance (P=0.18).
Using bi-variate correlation analysis, old age (over 80 years), the number of chronic illnesses or geriatric syndromes present, and the number of bed days spent in hospital were positively correlated to care plans and NFR orders (Table 3) . Having two or more admissions was more likely to be associated with a care plan and NFR order than only one admission (76% versus 57%; P=0.043). Logistic multivariate analysis of chronic illnesses revealed stroke as a determining factor positively correlated with care plans and NFR orders (P=0.024). The presence of stroke and fracture was also strongly correlated (P=0.008).
There were only 8 patients who had an advanced care plan documented prior to their last admission. Although the numbers were small, it was found that when advanced care plans were documented, they were generally clear and followed through appropriately. However, the majority of the plans were documented in the body of the notes, which would not appear as prominently as those written in the discharge summary. The clinical 
Discussion
In summary, a high number of the 110 patients had multiple chronic illnesses and geriatric syndromes ( Table 2) . On average, they were admitted 2.4 times in their last year of life with the majority via ED. Their final year bed days admission was also long (averaging 25 days). We found 55% (61/110) of our patients had care plans and NFR orders in place, albeit mostly shortly before death. Only a small proportion (7%) had advanced care plans that had been made before the last admission. The presence of stroke and fractures were factors correlated with care plans and NFR orders. Our sample was not big enough to discern any statistical difference in care plans and NFR orders between those from an English-speaking background and those from a NESB, or between Christians and non-Christians. Our study was also limited by its retrospective nature. For instance, we are uncertain if discussions of care plans had occurred more frequently but were not documented. Despite the limitations, many of our findings mirrored those reported elsewhere. The pattern of chronic illnesses in relation to ED admissions was similar to a recent report which showed 'cardiac failure' to be the most common diagnosis [7] . The high hospitalisation rate of the last year of life also accorded with the literature [2, 8] .
Our finding that care plans and NFR orders were rarely documented or discussed prior to the final admission is in keeping with other studies [9, 10] . Even when these issues were discussed, they were often delayed [11] and could vary according to physicians' clinical subspecialties [12] . When discussion occurred, documentation of treatment preferences could be poor [13] . Indecision, inaction, or poor documentation could sometimes result in unnecessary discomfort or intervention for ill patients in their last days of life [14] .
The findings that stroke and fractures were highly correlated to NFR orders and care plans in our study may be due to the fact that because these patients had disabilities and poor quality of life, clinicians were perhaps more inclined to raise the issue. Alternatively, disabilities may be a marker for frailty and poor prognosis, thus prompting the clinicians to raise the question of NFR orders.
The finding that NFR orders and care plans were usually decided upon very late in life has been reported previously [15] . Although this finding was not unique to our institution, a likely explanation for our group may be related to the cultural and religious backgrounds of the people we were treating. Thirty-one per cent of our patients were from NESB and 30% were non-Christian; language and religion may form a barrier to earlier discussion of these issues. Perhaps another obstacle was the difficulty in predicting with precision the likelihood of severe disability or death. Age was often used as a guide to discussion of such issues. In our study, an age of 80 years and over was associated with NFR orders and care plans. However, the literature has suggested that it is the severity of the illnesses rather than the patients' age that best predicts mortality [16] .
Advanced directives from patients have been advocated by many as a means of avoiding the difficulty in obtaining NFR orders. They have also been advocated as a means of reducing costs associated with end of life care. The findings from SUPPORT [17] and others [18] [19] [20] has, however, failed to support these widespread beliefs, with the exception of cancer patients in hospice care [20] .
We observed that in contrast to advanced directives (which are patient-driven), clinician-driven advanced care plans were more likely to be followed through -an interesting finding that contradicted our earlier hypothesis. If this observation is confirmed by larger studies it may have important implications, such as a reduction in unwanted interventions. We also argue that as the quality of care includes an appropriate intensity of investigations or interventions (or a lack of them), care planning is therefore an essential component for clinicians to consider when looking after older people in their last year of life.
Key points
. Care plans and not for resuscitation orders are generally done late, but when care plans are done in advance, they are usually well followed through. . Stroke, and fracture are associated with care plans and not for resuscitation orders. 
